Background: Lymph node involvement is one of the most important prognostic factors in colon cancer. Twelve is considered the minimum number of lymph nodes necessary to retain reliable tumour staging, but several factors can potentially influence the lymph node harvesting. Emergent surgery for complicated colon cancer (perforation, occlusion, bleeding) could represent an obstacle to reach the benchmark of 12 nodes with an accurate lymphadenectomy. So, an efficient classification system of lymphatic involvement is crucial to define the prognosis, the indication to adjuvant therapy and the follow-up. This is the first study with the aim to evaluate the efficacy of lymph nodes ratio (LNR) and log odds of positive lymph nodes (LODDS) in the prognostic assessment of patients who undergo to urgent surgery for complicated colonic cancer. Methods: This is a retrospective study carried out on patients who underwent urgent colonic resection for complicated cancer (occlusion, perforation, bleeding, sepsis). We collected clinical, pathological and followup data of 320 patients. Two hundred two patients met the inclusion criteria and were distributed into three groups according to parameter N of TNM, LNR and LODDS. Survival analysis was performed by Kaplan-Meier curves, investigating both overall survival (OS) and disease-free survival (DFS). Results: The median number of harvested lymph nodes was 17. In 78.71% (n = 159) of cases, at least 12 lymph nodes were examined. Regarding OS, significant differences from survival curves emerged for ASA score, surgical indication, tumour grading, T parameter, tumour stage, N parameter, LNR and LODDS. In multivariate analysis, only LODDS was found to be an independent prognostic factor. Concerning DFS, we found significant differences between survival curves of sex, surgical indication, T parameter, tumour stage, N parameter, LNR and LODDS, but none of these confirmed its prognostic power in multivariate analysis. Conclusions: We found that N, LNR and LODDS are all related to 5-year OS and DFS with statistical significance, but only LODDS was found to be an independent prognostic factor for OS in multivariate analysis.
Background
Adequate study of lymph nodes status is a fundament of right evaluation of the prognostic outcome for patients who undergo surgery for colonic neoplasm so that the common staging system currently used, the 7th edition of TNM by American Joint Committee on Cancer (AJCC), proposes parameter N for nodal evaluation [1] . In particular, N considers the number of lymph nodes involved by metastatic diffusion of tumoural cells on histological examination, without any mention about the total number of retrieved nodes.
Twelve is considered the minimum number of lymph nodes necessary to retain reliable tumour staging, but several factors can potentially influence the lymph node harvesting, such as patient and tumour-related factors, but also pathological analysis and surgical technique. For example, lymph node yield is frequently reduced in male, elderly, obese and lower socioeconomic patients, while large and poorly differentiated tumors, longer resection specimens and pre-operative tumour tattooing are associated with increased lymph node yield [2] .
Emergency surgery for complicated colon cancer can represent a trouble for the surgeon, who could come across the necessity to balance the importance of an adequate oncologic resection with the opportunity of a quick control of the septic source and obtaining the hemodynamic stabilization of the patient [3, 4] . This is why emergency surgery can be an obstacle to reach the benchmark of 12 nodes with an accurate lymphadenectomy, in addition to all other variables that can influence the nodal harvesting.
In order to improve the accuracy of the nodal study, a new classification of lymphatic involvement has been proposed, not only in colorectal cancer.
Lymph nodes ratio (LNR) is defined as the ratio between positive lymph nodes and the total number of retrieved lymph nodes. It has been valued for some types of neoplasms such as the stomach, pancreas, bladder and breast, and some studies found that it is more precise than the parameter N in the prognostic evaluation in colorectal cancer [5, 6] . Otherwise, some authors sustain that LNR accuracy is not so reliable when the number of retrieved lymph nodes is low [7] . Furthermore, LNR does not show any advantage over N in case of no lymph node involved in metastatic diffusion, since the ratio is evermore 0.
Another classification system has been recently proposed, that is log odds of positive lymph nodes (LODDS), defined as the logarithm of the ratio between the positive and the negative lymph nodes (more 0.5 both to the numerator and to the denominator, to avoid null values). It has been tested in gastric, breast and colorectal cancer [8] , and it seems to have a stronger predictive value on survival than N and TNM [9] [10] [11] .
To our knowledge, none of the published papers about these new classification systems of nodal involvement in colorectal cancer has been so far performed on a patient who underwent urgent surgery. Our study is the first one carried out on a selected population of patients subjected to urgent surgery for complicated colonic cancer.
Methods
This is a retrospective study performed on patients who underwent urgent colon resection in Arcispedale Sant' Anna of Ferrara for complicated colonic cancer, confirmed by histological examination, between 1 January 2003 and 31 December 2013. Complications included bowel obstruction, perforation and massive bleeding on any other acute condition such as sepsis due to elapsing conditions (for example, appendicitis, diverticulitis, suppuration of the neoplastic lump). In case of bowel obstruction, we considered only patients with evident signs of occlusion, leaving outpatients treated with medical therapy or endoscopy "bridge to surgery".
We collected personal data (age, sex), clinical data (ASA score, surgical indication, time and type of surgery, expertise of the surgeon, tumour localization, clinical stage of neoplasm), pathological data (length of surgical specimen, histology, level of infiltration, grading and lymph nodal status) and data about follow-up (possible relapsing, that is loco-regional recurrence or onset of distant metastases, death, overall and disease-free survival).
Exclusion criteria were presence of metastases at diagnosis (stage IV), presence of neoplastic infiltration on surgical margins or macroscopic residual tumour (not R0 surgery), concomitance of other neoplasms, death into the first postoperative month and insufficient data for analysis.
The patients were distributed according to the current staging system (TNM 7th edition), and nodal status was assessed with histological parameter pN. For each patient, LNR and LODDS were calculated. LNR was defined as the number of positive lymph nodes divided by the number of total examined lymph nodes. LODDS was calculated as log (number of positive nodes + 0.5)/(number of the total examined nodes − positive nodes + 0.5). The patients were stratified in three classes for each parameter, according to the cutoff values reported in previously published studies [11] : LNR0 ≤ 0.05, 0.05 < LNR1 ≤ 0.20 and LNR2 > 0.20; − 1.36 ≤ LODDS0, − 1.36 < LODDS1 ≤ 0.53 and LODDS2 > 0.53.
Survival analysis was performed by Kaplan-Meier curves, and the differences between the curves were verified through log-rank test (Mantel-Cox). Cox's proportional hazard model was used for univariate and multivariate analyses, considering a significant p value < 0.5. Most of them were classified as ASA 3 (58.25%) or ASA 2 (37.63%). These patients underwent surgery for bowel obstruction in 77.72% of cases, bleeding in 11.39%, perforation in 6.44% and other indications in 4.45% (seven cases of neoplasm suppuration, one acute appendicitis, one acute cholecystitis), and they were submitted to right hemicolectomy in 40.1% of case, left hemicolectomy in 9.41%, sigmoidectomy in 21.29%, segmental colonic resection in 16.34%, Hartmann's colostomy in 8.42% and other surgery in 4.45% (for example, sub-total colectomy). In 26.73% of cases, viscerolysis was associated, in 11.88% prophylactic cholecystectomy, in 4.95% prophylactic appendicectomy, in 3.96% tenual resection and in 1.98% en bloc resection of other abdominal organs. In 81.19% of cases, the intervention was performed by an expert colorectal surgeon.
The most frequent neoplasm localization was the left side of the colon, in particular, sigma 29.21%, sigmoid rectal junction 10.4%, left colon 6.93% and splenic flexure 5.94%, followed by the right colon with 32.18%, transverse colon 9.41% and hepatic flexure 3.96%. 1.98% the tumour was multifocal.
The mean length of the resected colonic tract was 30.38 cm (range 6-95 cm). The median number of harvested lymph nodes was 17 (range 3-79). In 78.71% (n = 159) of cases, at least 12 lymph nodes were examined.
The most frequent histologic type was adenocarcinoma NOS (not otherwise specified, 60.4%), followed by carcinoma with mucinous component (19.31%), mucinous carcinoma (13.86%), ring cell carcinoma (0.99%), mixed histology (1.98%) and other types (3.46%). In 4.06% of cases, the tumour was well differentiated (G1), in 73.1% moderately differentiated (G2) and in 22.84% poorly differentiated (G3).
The following were the patients' distribution for the clinical stage: stage I 1.98% (n = 4), stage II 51.48% (n = 104) and stage III 46.53% (n = 94).
Survival analysis was performed by Kaplan-Meier curves, and differences between curves were evaluated The entries in bold are those with statistical significance (p < 0.05) Fig. 1 Kaplan-Meier survival curves about overall survival for N0, N1 and N2 patients using the log-rank test. We considered significant p values < 0.05. We performed univariate and multivariate analyses using Cox's proportional hazard model. Both overall survival (OS) and disease-free survival (DFS) were considered. Results are resumed in Table 1 (OS) and Table 2 (DFS).
Mean follow-up was 64 months (range 1-154 months). Regarding OS (Table 1 ), significant differences from survival curves emerged for ASA score, surgical indication, tumour grading, T parameter, tumour stage, N parameter, LNR and LODDS. Respectively, OS scores were 57.41% for N0, 42.62% for N1, 33.33% for N2, 56.67% for LNR0, 48.98% for LNR1, 21.21% for LNR2, 62.92% for LODDS0, 45% for LODDS1 and 21.21% for LODDS2. In multivariate analysis, only LODDS was found to be an independent prognostic factor.
Concerning DFS (Table 2) , we found significant differences between survival curves of sex, surgical indication, T parameter, tumour stage, N parameter, LNR and LODDS, but none of these confirmed its prognostic power in the multivariate analysis since we found statistical significance for N2 curve only.
Discussion
Lymph node involvement is one of the most important prognostic factors in colon cancer [1] . An adequate lymphadenectomy is crucial for correct treatment and staging of colonic cancer, but several factors can affect lymph node harvesting [2] . Emergent surgery for complicated colon cancer (perforation, occlusion, bleeding) could represent a further difficulty to perform a correct oncologic resection with an adequate lymphadenectomy. In our experience, more than one fourth of patients (29.38%) did not reach the benchmark of 12 examined lymph nodes. So, an efficient classification system of lymphatic involvement is crucial to define the prognosis, the indication to adjuvant therapy and the follow-up.
LNR seems to be more accurate than N because it is less influenced by a total number of harvested lymph nodes [12] , but it is useless in N0 patients.
Some studies showed the prognostic superiority of LODDS compared with N and LNR [9, 10] and its usefulness in node-negative patients [11] .
Our study is the first one conducted on a selected population of a patient subjected to urgent surgery for complicated colonic cancer.
We found that N, LNR, and LODDS are all related to 5-year OS (Figs. 1, 2 and 3 ) and DFS (Figs. 4, 5 and 6) with statistical significance, but only LODDS was found to be an independent prognostic factor for OS in multivariate analysis.
In our experience, about one fourth of node-negative patients (24.32%) had less than 12 retrieved lymph nodes. Twenty-six of 111 (23.42%) of N0 and LNR0 patients were classified LODDS1, which converged into a class of higher prognostic risk. Five of 26 (19.23%) patient N0 but LODDS1 experienced a disease recurrence. It is hard to say if these patients could have benefited from an adjuvant therapy, but it is legitimate to think that these patients could have received a more accurate assessment of prognostic risk if LODDS had been considered for the cancer staging.
Our study has some limits. This is a retrospective study carried out on a single-centre database with a limited number of patients, insufficient to draw definitive conclusions.
Conclusions
Despite the limits of our study, we can conclude that either LNR and LODDS could be included in the prognostic assessment of a patient subjected to urgent surgery for complicated colonic cancer. We found that LODDS is an independent prognostic factor for OS of these patients.
Further studies are necessary to evaluate the efficacy of LNR and LODDS to predict the DFS and to confirm their usefulness in prognostic assessment in urgent colonic surgery.
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